


INITIAL EVALUATION

RE: Nadine Ferrier

DOB: 09/27/1932

DOS: 07/14/2023

HarborChase AL
CC: New admit.
HPI: A 90-year-old in residence for unknown time. She had been observed sitting in the doorway of her room wanting someone to come and attend to her and when she saw me walk by and wanted me to come in help her. I told her that we would get somebody from the staff to get over here she became angry thinking that I was bypassing her. Later I explained to her that I was here seeing patients. She apologized for being snippy and just had to go the bathroom and no one was able to help her. I did spend time with her and she is able to give information. She is pleasant and cooperative and again apologetic. She is in a wheelchair that she propels and does come down for meals. She asked for help when needed and she seemed to understand what we were talking about as to her medications and her past history.

DIAGNOSES: HTN, depression, GERD, hypothyroid, DM II, CAD, and compromise mobility and B12 deficiency.

PAST SURGICAL HISTORY: TAH, right knee arthroscopy x2, bilateral cataract extraction, pacemaker and cholecystectomy.

MEDICATIONS: Norvasc 2.5 mg q.d., Isordil 5 mg b.i.d., Paxil 10 mg q.d., vitamin C 500 mg b.i.d, D3 1250 mg q.d., Protonix 40 mg q.d., metoprolol 50 mg two tablets b.i.d, Plavix q.d., Zetia 10 mg q.d., levothyroxine 0.25 mcg q.d., and metformin 500 mg q.d.
ALLERGIES: Keflex, codeine, Lexapro, Lipitor, Nexium, Zoloft, adhesive tape, statins and iodine contrast dye.

CODE STATUS: DNR.

DIET: Regular.
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SOCIAL HISTORY: The patient lived in her home alone next door her son and his wife lived and they will check her and it was her DIL who was primary caretaker and she states that it just got to a point where it was too much and wearing the DIL down so she is here. The patient is widowed x2. She has two sons Danny who is her POA and her eldest son who passed away. She retired from working for the Federal Government for 25 years as a computer specialist. Nonsmoker and occasional glass of wine drinker.

REVIEW OF SYSTEMS:
Constitutional: Her weight is stable.

HEENT: She wears glasses, but has adequate hearing and native dentition.

Cardiac: No chest pain or palpitations.

Respiratory: No cough, expectoration or SOB.

GI: No nausea, vomiting, constipation or diarrhea and is continent of bowel.

GU: She has urinary incontinence. No recent UTIs.
Musculoskeletal: The patient is in a manual wheelchair that she propels. She is non-weightbearing without assist and nonambulatory.

Neurologic: The patient does not seem aware of memory deficits and acknowledges that occasionally she forgets things.

Psychiatric: She denies depression or anxiety.

PHYSICAL EXAMINATION:
GENERAL: Elderly female seated in a wheelchair. She had been quite irritable and then able to acknowledge that she was distressed, apologized and was pleasant going forward.

VITAL SIGNS: The patient is 5’2” and weighs 125 pounds. BMI 23. Blood pressure 114/56, pulse 60, temperature 97.9.

HEENT: She has wispy gray hair of moderate length. Conjunctivae clear. Wears corrective lenses. Nares patent. Moist oral mucosa. Native dentition in fair repair. No LAD. Carotids are clear.

RESPIRATORY: Normal effort and rate. Lung fields are clear. No cough and symmetric excursion.

CARDIOVASCULAR: An irregular rhythm with a holosystolic ejection murmur. No rub or gallop. PMI nondisplaced.

ABDOMEN: Soft. Hypoactive bowel sounds. No distention or tenderness.

MUSCULOSKELETAL: Intact radial pulses right lower extremity. She has quadriceps atrophy of the thigh. Knee is mobile. Left lower extremity fair quadricep strength as well as calves and stable patella. Moves arms in a fairly normal range of motion.

SKIN: Warm, dry and intact with fair turgor. No breakdown noted.

NEUROLOGIC: CN II through XII grossly intact. She makes eye contact. Her speech is clear. She can covey her point and she seems to understand given information though there are short-term memory deficits noted.

PSYCHIATRIC: Overall mood and affect appropriate for situation.
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ASSESSMENT & PLAN:
1. Cognitive impairment. We will have nurse administering MMSE. I further understand what her needs are and her communication ability. Cognition may become a limiting factor in her ability to live in AL.

2. Mobility compromise. She is wheelchair bound requires transfer assist non-weightbearing without assist due to right knee instability. I spoke with the patient about needing to be patient when she rings her call light her expectations has been that they just come because she rings it and reassured her that there are other residents as well that may be being helped at the time she has need.
3. B12 deficiency. There is no given amount for how much B12 she receives every seven days or for how long that is go o. I am going to order a B12 level and will determine going forward what is needed.

4. Hypothyroid. TSH ordered.

5. HLD. Lipid profile ordered. She is also followed by Dr. Tahir Kheli and assumes that he is following that.

6. DM II. She is on low dose metformin. We will do an A1c and assess what she needs going forward.

7. Social. We will contact family and let them know that she has been seen.

CPT 99345 and direct POA contact 15 minutes.
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication

